Dr. LEONARD GRANT said the patient's occupation was that of a bootrepairer. He had never had a serious illness until this. He was seen by his colleague on August 16, when he complained of pain in the episternal notch, and thought he had swallowed a bone. Two days afterwards there were physical signs at the right base indicating pneumonia and pleurisy. The whole lower lobe was affected. There was a similar condition on the left side eight days later. For three weeks the temperature ranged between 1000 F. and 1050 F. On September 10 he was aspirated, and pus was found in both pleurae, and next day he was removed to the hospital, under Mr. Corner. After the resections the left side healed in eleven weeks and the right in ten and a half weeks. The man had put on weight, the heart was coming back towards the normal but was still displaced. His pulse was still above 100, but his general condition was vastly improved.
Mr. MORRISTON DAVIES, in regard to the recovery of the heart in such cases, said that the return of the heart to the normal position depended on how soon the empyema had been opened up. If the case was one of acute empyema which was operated on at once, then probably the adhesions which developed were not great and the thickening of the pleura inconsiderable. In such cases it was possible for almost complete return of the heart to the normal position to ensue. It was not possible, however, to say that the return of the heart would be complete in all cases, because after pneumonia, with possibly dry pleurisy, it was not unusual to see in skiagrams taken of the chest of such patients, even years afterwards, that there was still some displacement of the heart although the lungs and pleura appeared to be perfectly normal. On September 2, 1910, at 6.30 p.m., during micturition, suddenly felt a terrible burning and sharp aching pain running downwards from navel to pubes. Pain not relieved by morphia. Patient admitted to Guy's Hospital seven hours after perforation, and abdomen opened half an hour later. Large amount of sero-purulent sanious fluid and gas escaped. The pelvis, both flanks, and the sub-diaphragmatic space on both sides were full of this sero-purulent liquid. Anterior gastro-jejunostomy without entero-anastomosis found; proximal limb of jejunum greatly dilated and hypertrophied. Dense adhesion between its gastric end and parietes, indicating old perforation. Large perforation in distal liinb 1 in. below gastro-jejunal opening. The latter only i in. in diameter. Perforation closed, abdomen washed out, and tube inserted at lower angle of wound. Patient did well while in hospital, but soon afterwards symptoms returned in spite of continued medical treatment. Readmitted once for prolonged medical treatment. Improved a great deal, but had not been out many days before old pain and vomiting returned. Burning pain and feeling of bursting. Operation, May, 1911: Jejunal ulcer now adherent to the liver, detached, and thus opened. Pylorus almost occluded and adherent high up and far back. Jejunum then detached from stomach. Ulceration around stoma and jejunal ulcer excised. Large jejunal wound closed transversely without narrowing of lumen. Gastric wound enlarged up and to the right for 3 in., and joined to similar opening made in front of first and second part of mobilized duodenum. Symptoms have abated. Patient has gained weight, although at work for several months. Mr . ROWLANDS said the question had arisen as to whether a posterior gastro-jejunostomy should be done, or if the anterior wall of the stomach should be slit upwards to join to the front wall of the duodenum. He did the operation described, because the jejunum was rather damaged by the former operation. He could not do a Finney's operation, as the pylorus was adherent to the liver. The patient was not yet quite well, but was better than
